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For example, at Rochester State Hospital, New York, “most of 
the electric shock in the hospital was suddenly abolished and 
‘Thorazine’ was substituted . . . The number of patients receiving 
electric shock has fallen from a former level of 300 to only 9.” 


Pollack, B.: M. Times 83:439 (May) 1955. 


‘Thorazine’ Hydrochloride is available in ampuls, tablets and syrup. 


Additional information on ‘Thorazine’ is available on request. 
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Smith, Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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Introduction 


In this paper I propose to discuss the value 
to the medical and ancillary professions of 
brain wave recordings in the diagnosis, treat- 
ment and prognosis of various disorders. 


When this study was begun in 1949, ex- 
aminations were made only on indicated 
cases Such as epilepsy, brain trauma, space- 
oecupying lesions, and possible psychomotor 
epilepsies, etc. This plan was soon changed 
and it became the policy of this hospital to 
mn routine examinations on all newly ad- 
mitted patients. Later this policy was ex- 
tended, on the recommendation of the area 
consultant in EEG with the Chief Medical 
Director, so that all patients in the hospital 
have routine EEG studies, insofar as pos- 
sible, 


It is evident that some chronically re- 
gressed and acutely psychotic patients could 
not be examined because of their non-coop- 
eration and resistance. It was also evident 
that it would be impractical to attempt to 
record brain wave studies on bedridden pa- 
tients, unless it were very urgent, To date 
over sixteen hundred records have been run 
1 more than fifteen hundred patients. 


Approximately one-half of the patients ex- 
amined had been in the hospital sufficiently 
long to have established diagnoses at the 
time of their EEG recording. Fifty-four per 
tent of these were classified as schizophrenic 


From V.A. Hospital, American Lake, Washington. 


Routine Electroencephalographic Examinations 
(A Five Year Review) 


LESLIE J. SEELEY, M.D. 
American Lake, Washington 


reaction, various types. Nine per cent were 
diagnosed epilepsy. Thirty-seven per cent 
were classified as non-psychotic, with diag- 
noses such as anxiety reaction, psychoneu- 
rosis, anti-social reaction, schizoid personal- 
ity of various types, etc. Many that were 
classified as possibly epileptic proved to have 
other conditions. Conversely, many patients 
that were classified as functional, proved to 
have organic etiology for their neuropsychia- 
tric disorders. Some of these proved to have 
clinical epilepsy, space-occupying lesions or 
brain damage. 

Many of the findings of Revitch and Luzzi, 
in their extensive study of temporal lobe ab- 
normalities, have been corroborated in this 
study, as were the findings of Kluver and 
Bucy, Gibbs and Fuster, and others. 

EKG is of no prognostic value to electro- 
shock treatment, or electro narcosis therapy, 
judging by this work, agreeing with the 
opinion of Simon, Yeager and Bowman. 
There was no correlation between abnormal 
pre-EST records, and results from shock. 
Furthermore, there was no uniformity in 
benefit from shock relative to the speed of 
return to normal EEG, post EST. 

The work of Gibbs, Gibbs and Lennox in 
epilepsies indicates that sixteen per cent of 
known clinical epilepsies have normal rec- 
ords. Their findings parallel those in this 
review. It is obvious that newer methods 
of activation should be tried as stated by 
Bercel and others. Bercel’s recommendation 
for the use of the combination of scopola- 
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mine and alpha chloralose (S.A.C.) in acti- 
vating normal EEGs of known epileptics will 
be tried in this clinic. 


Method 

A six channel, ink-writing unit has been 
used for the past few yeais, pz-or to which 
a four channel unit was used. Silver elec- 
trodes have been attached to the scalp in the 
hairy areas with collodion, and by scotch 
tape in the non-hairy areas, using the Gibbs 
placement method, Ear lobe reic.ences were 
attached by silvered ear rings of the screw 
type which could be readily replaced. Elec- 
trode paste was applied. As many as eight- 
een electrodes have been utilized. In addi- 
tion to bi-frontal, bi-parietal, bi-temporal, 
bi-anter.or temporal, bi-occ‘pital, and pos- 
sibly lower occipital leads, basal leads have 
been used, where indicated, as suggested by 
MacLean and Arellano. Tympanic leads have 
been used in numerous recordings, as recom- 
mended by Arellano. About one year ago, it 
was decided to use not only monopolar leads 
with one or both ears as reference electrodes 
(Gibbs Technique), but also the bi-polar or 
scalp to scalp method, as described by Pen- 
field and Jasper, Hill and Parr, Schwab, and 
others. By using the so-called monopolar 
method and the bi-polar method, apparent 
amplitude asymmetries could be checked and 
foci could be pinpointed more definitely. 

In order to get records, both awake and 
asleep, most subjects were given seconal, 
grains one and one-half or more, in the early 
part of this study. This has been discon- 
tinued to a great extent, because of the fre- 
quent low voltage fast activity (the so-called 
beta or gamma rhythm) in the sensory-mo- 
tor area, induced by barbiturates, as well as 
random slow activity. 

During the latter part of this research, no 
pre-medication has been used, If a sleep 
record were indicated, Chloral Hydrate, 
grains five to grains thirty, in capsules, was 
used. If a sleep record were absolutely es- 
sential in a resistant patient, who would 
take nothing by mouth, Pentothal Sodium, 
grams one-fourth to grams one-half, was 
given intravenously. The Pentothal fast re- 
action was disregarded for at least ninety 
seconds. It is planned to use a saline pad 
electrode placement rubber harness. The 
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leads can be shifted readily and rapidly ap. 
plied. 

Activation has been used in definitely jp, 
dicated cases, such as suspected convulsiye 
patients, focal abnormalities,  suspecta 
space-occupying lesions, psychomotor o 
temporal lobe focal seizures, and other jp. 
dicated subjects. 

The various methods of activation that 
have been used in this clinic include hyper. 
ventilation, carbon dioxide-oxygen inhals. 
tion, and metrazol (five per cent, 10 cc) jp. 
jected intravenously at the rate of 2 ce per 
minute in divided doses. Photic stimulation, 
using the stroboscope, has also been utilized, 
with or without the addition of metrazol, as 
described by Cure, Merlis, Henriksen and 
Grossman, Schwab, Gastaut, Jasper and oth. 
ers. Hyperventilation was used in all pa. 
tients who were sufficiently in contact to co. 
operate. The method of counting out loud 
with each breath, as recommended by Gibbs, 
is considered unhelpful. This method dis. 
tracted many patients, in that they stopped 
breathing to listen to the vocal count, The 
method used here is the thorough instruc. 
tion and demonstration by the technician, 
without counting. 

Despite the use of these activating meth- 
ods, at least fifteen per cent of known eji- 
leptics have had normal records. This cor- 
responds to the findings of Gibbs, Gibbs and 
Lennox. It is planned to use S. A. C. as 
recommended by Bercel. Metrazol activation 
in Petit Mal is not being used in this study, 
since Dr. Gibbs stated in a personal commt- 
nication to the writer that Metrazol activa- 
tion was not reliable in Petit Mal. A case 
in point will be presented later in this paper. 


Aim of This Study 


1. To differentiate between hysterical, 
functional and organic illnesses, and to aid, 
in conjunction with other laboratory meth- 
ods, in the diagnosis of various disorders. 

2. To aid in the diagnosis of several types 
of epilepsies in the same subject, such as Pe- 
tit Mal with Grand Mal, so that combined 
medication can be given, where indicated. 

3. To survey all patients in the hospital, 
insofar as possible, so that unsuspected le- 
sions can be discovered early enough to be 
treated more hopefully. 
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4, To assist clinicians in the treatment of 
neurosyPphilis with penicillin as described by 
Callaway, Lowenbach, Noojin, Kuhn, and 
Riley, as well as the author. 


Results 

The overall results of the study of fifteen 
hundred patients have been gratifying but 
not surprising. As Gibbs and Gibbs state, 
eight per cent of normal adults have mildly 
slow wave recordings, i.e., six to eight cycles 
per second, Less than one per cent of nor- 
mal adult controls have the so-called “beta” 
rhythm, or four to six waves per second. Six 
and two-tenths per cent of the normal adult 
subjects have the so-called “theta” rhythm, 
ie, fifteen to twenty-two cycles per second. 
Only four-tenths of one per cent of normal 
adult controls, have paroxysmal discharges 
intheir recordings. Thus fourteen and two- 
tenths per cent of the normal adult controls 
have very slightly abnormal records and only 
two per cent of normal adults have abnor- 
mal records of a moderate degree. 

In this work exactly six per cent of those 
studied had slightly abnormal EEG record- 
ings, with either a mild decrease or a slight 
increase in the frequency of their waves. The 
remainder were either moderately or grossly 
abnormal. It should be noted that many 
authorities in EEG, consider that the 
slightly slower frequencies of six to eight 
per second and the slightly increased fre- 
quencies of thirteen to eighteen, to be bor- 
derline, and do not classify them as abnor- 
mal, or even slightly abnormal. Likewise, 
amplitude asymmetry, unless checked with 
both the scalp to ear and the scalp to scalp 
(monopolar and bi-polar) methods, and un- 
less the differential is at least fifty per cent, 
is not considered abnormal. In this review, 
the six per cent classified as slightly abnor- 
mal are included in the abnormal summation, 
In the First Category (Figs. 1 and 2) 
there were two hundred and one records clas- 
sified as abnormal, that were either routine 
admission examinations or diagnosed as 
functional, non-organic disorders. The lat- 
ter included character disorders; inadequate 
personality, anti-social personality, passive- 
aggressive personality, schizoid personality, 
schizophrenic reaction, various types, psy- 
choneurosis, obsessive-compulsive neurosis 
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Figure 1. (S.B.) Routine examination. Basic 
rhythm, 6-8 cyc/sec. Many bursts of high voltage 
(5-6 cyc/sec.) waves in all leads during wake rec- 
ord. Greatest abnormal slowing in Temporals, Front- 
als, and Anterior Temporals, more accentuated in 
right temporal area. Monopolar method, with ears 
as reference. 


: 


at 
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Figure 2. Grossly abnormal paroxysmal EEG with 
focus (S.B.) bi A.T., bi T. The source is consid- 
ered to be in diencephalon. 


and mental deficiency. These constituted 
thirteen per cent of all records run. 

In the Second Category (Figs. 3, 4 and 
5) there were 80 cases of abnormal EEG 
records in previously diagnosed organic 
brain disorders, This included possible me- 
ningo-encephalitis, brain trauma with con- 
vulsions, convulsions due to excessive EST, 
Horner’s syndrome, rage reaction, parkin- 
son’s disease, pituitary headaches, vertigo, 
CNS syphilis, organic brain damage, pos- 
sible traumatic brain disorder, cerebral ar- 
teriosclerosis, Meniere’s disease, Syncope and 
multiple sclerosis. This was over five per 
cent of all records run. 

In the Third Category (Figs. 6 and 7) 
Normal EEG in previously diagnosed or- 
ganic brain disorders; there were sixteen 
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Figures 3, 4, and 5. Category Two. (CY) 912/sec. 
During wake numerous bursts abnormal slow waves 
(3-4/sec.) of high amplitude in all leads. During 
sleep, many-phase reversal spikes in Temporal and 
Anterior Temporals (monopolar method). With bi- 
polar method, the focus is more finely limited to left 
temporal-left occipital area. 


such normal records. This is one per cent of 
the total examined, 

In the Fourth Category; Normal records 
in suspected or alleged organic brain dis- 
orders; there were twenty-three cases or 
over one per cent of all records run. 

In the Fifth Category (Fig. 8) Incomplete 
or incorrect classifications of epilepsies, 


358 


DECEMpgp 


there were twenty-one cases. Examples of 
this class are: Petit Mal Epilepsy insteaq of 
Psychomotor Epilepsy; Grand Mal Epilepsy 
instead of Grand Mal plus Petit Ma] Epi- 
lepsy, or Grand Mal plus Psychomotor Epi- 
lepsy. This amounted to over one per cent 
of all records run. 


Discussion 

Five cases will be described in their clas. 
sification, 

Category One. One case is SB, a 58 year 
old male with the diagnosis Schizophrenic 
Reaction, catatonic type, with mental def. 
ciency. A routine examination was done 
which proved to be grossly abnormal, see 
Figs. 1 and 2. 

Category Two, This is a 49 year old male 
with the diagnosis CNS Syphilis. Both mon- 
opolar and bipolar techniques were used in 
this recording. It is interesting to note that 
in the monopolar recording the discharges 
appeared to be rather wide-spread through- 
out the frontal and anterior temporal area, 
whereas in the bipolar, the focus was local- 
ized more clearly, the focus being in the left 
temporal, left occipital area, Figs. 3, 4 and 5. 

Category Three. This case (M.A.) is that 
of a young man twenty-one years of age, 
who was sent to this hospital from Alaska, 
with a diagnosis “Epilepsy.” It is interest- 


Figure 6. Category Three With Metrazol Activa- 
tion. Basic rhythm 8/sec. During wake there are 
bursts of 6-7 cyc/sec waves in all leads. During 
sleep, nothing remarkable. After 21% minutes of 
Metrazol, the first burst of spikes and slow waves 
and multiple spikes. Following this, there were 
many such bursts, not regular in rate. He then had 
a seizure, characterized by spastic extension of arms 
and turning head to left. There was marked slow- 
ing during hyperventilation but no seizure dis- 
charges. 

Conclusion: Petit Mal variant with Grand Mal 
Component. 
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Figure 7. (M.A.) 8 cyc/sec. During long sleep 
record and long period of hyperventilation, no bursts 
of spikes or spikes and domes activity. After two 
minutes of hyperventilation, there was mild slowing 


(7 cyc/sec). 
Conclusion: Normal EEG, awake, asleep, under 
prolonged hyperventilation and photic stimulation. 


ing to note that he grew up in a household 
with a Grand Mal epileptic, and it was later 
discovered that he mimicked the Grand Mal 
seizures that he had observed throughout 
his childhood. This will be discussed fol- 
lowing the description. On admission a wake 
and sleep record was run, (Fig. 6.) Follow- 
ing sleep he was given metrazol activation 
by intravenous injection. After two and 
one-quarter minutes of slow injection (as de- 
scribed previously) he developed a spastic 
extension of both arms, and then a seizure. 
The Metrazol was stopped. Immediately fol- 
lowing this he had a number of bursts of 
slowing with bursts of spike and dome dis- 
charges in all leads. It was concluded that 
he had petit mal variant, with grand mal 
component. This record, with a number of 
other records, was sent to Dr. Frederic Gibbs 
for review. In commenting on this record, 
Dr. Gibbs stated that reports of petit mal 
epilepsy (any of the three types) following 
Metrazol activation weren’t at all reliable. 
This patient was placed on Tridione ther- 
apy and was soon allowed to leave the hos- 
pital on trial visit. Having a mental age of 
ten years, he displayed the judgment of a ten 
year old in his spending habits. He decided 
to go East to visit his sister, taking all his 
funds. He found himself separated from his 
relatives and without money while in St. 
Louis. He knew that he could get attention 
and assistance by feigning a seizure, espe- 
cially in a public place. This he promptly 
did. He was taken to a hospital where he 
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was identified by his V.A. card then sent to 
a Veterans’ Hospital, He eventually returned 
to this hospital. 


On his readmission to this hospital, he 


was withdrawn from all anti-convulsive med- 
ication for several months. He then had an- 
other EEG examination, but without Metra- 
zol activation. He had a wake record, sleep 
record and hyperventilation, plus photic 
stimulation, without any abnormal findings, 
see Figure 7. In view of the unreliability of 
the first record, during and following Metra- 
zol activation, that record might be consid- 
ered invalid. There is the possibility, how- 
ever, that he did recover from Petit Mal (if 
he had Petit Mal). Some patients recover 
spontaneously from that type of epilepsy. 
It is worthy of note that this patient has 
been free of any type of seizure for the past 
two years, without medication, and has lived 
outside the hospital setting. 


Category Four. There is no purpose in il- 


lustrating normal records. 


Category Five, In the fifth category is 


H.T., Figure 8, a 21 year old male, with the 
diagnosis of Grand Mal Epilepsy, with psy- 
chotic reaction. 


This is an interesting and very important 
recording inasmuch as this patient was 


treated with Dilantin to control the Grand 


Mal Epilepsy, but had not been given any- 
thing to control his Petit Mal component 
prior to this first EEG recording. After this 
recording was run, he was continued with 
Dilantin to control his Grand Mal (and prob- 
ably the psychomotor component) but was 


Figure 8. Category Five (H.T.). Scalp to Ear 
Monopolar method. Four-channel machine. Basic 
rhythm 11 cyc/sec. Numerous bursts of slow 
waves in wake record, similar to those found in 
Grand Mal epilepsy. In sieep, numerous bursts of 
spikes and domes and multiple spikes, mainly in 
Right Temporal area. The spikes and slow waves 
are not regular in rate or rhythm. Much of the 
spiking is out of phase in the contralateral leads; 
particularly in the Temporal area. Conclusion: Lar- 
val Petit Mal epilepsy with Grand Mal and Psycho- 
motor epilepsy components. 
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Figure 9a. (C.B.) Basic rhythm 9 cyc/sec. No 
focus, no seizure activity. No change with hyper- 
ventilation except a slight slowing in Frontals. 

Conclusion: Normal EEG awake and asleep. 


Figure 9b. 17 months after Figure 9a; one day 
after convulsion. Bipolar and monopolar methods. 
Basic rhythm 9 cyc/sec. Many bursts of abnormal 
slow, (1-414) high amplitude waves, particularly in 
Frontals, Parietals and Temporals spreading to en- 
tire cortex at times. Numerous spikes, generalized. 

Conclusion: Grossly abnormal paroxysmal record, 
fairly generalized altho it appears focal in Frontal, 
Parietal and Temporal areas. 


also given tridione to control the Petit Mal 
component. In this case, an incomplete di- 
agnosis was made prior to having his first 
EEG. Before getting Tridione, he was con- 
sidered stubborn and negativistic. His Grand 
Mal seizures were fairly well controlled by 
Dilantin and Phenobarbital. He would wan- 
der off and get lost, or when hiking with 
the group, he would sometimes walk into 
trees, evidently having Petit Mal seizures. 

There was a remarkable change in this 
patient after being placed on Dilantin plus 
Tridione. He became friendly, cooperative 
and compliant, He was transferred to a 
privileged ward, where he remained. He 
didn’t have his lapses of attention or aggres- 
sion that had been characteristic prior to 
Tridione therapy. This demonstrates the 
need for complete diagnosis in order to fa- 
cilitate adequate treatment. 

The final case to be discussed does not fit 
in any category, but is of interest because 
of the clinical considerations. This forty- 
nine year old woman (C.D.) was admitted 
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to this hospital the first time with a diag. 
nosis of Schizophrenic Reaction, paranoig 
type. At the time of her first admigsion 
she had a normal EEG. After some months 
of hospitalization she was released. She 
contracted Pneumococcus Meningitis, and 
was treated at the Portland V.A, Hospital 
with massive antibiotic therapy. Severa| 
months after she contracted Pneumococcys 
Meningitis, she was returned to this hospital, 

On readmission another EEG was done, 
which was normal (Fig. 9A). Over seven. 
teen months later, she had a Grand Mal epi- 
leptic seizure. An EEG was done the next 
day, which was grossly abnormal (Fig. 9B), 
She was placed on anticonvulsant medica- 
tion, with some improvement. 

The interesting clinical finding is that im- 
mediately following her recovery from the 
acute stage of pneumococcus meningitis, her 
record was entirely normal. Seventeen 
months later, she had the convulsion and 
marked evidence of fairly generalized brain 
damage, with paroxysmal slowing. Several 
of the clinicians consider that there was a 
possibility of adhesions or vascular changes, 
producing evidence of delayed cortical dam- 
age. 

It is also interesting to note that her last 
EEG (not illustrated) shows diminished ab- 
normality as compared to previous one. This 
patient has been discharged from the hospi- 
tal and is very much improved. 

It is hoped that EEG will be recognized 
as a helpful adjunct to other laboratory 
methods in the diagnosis and treatment of 
disease. It is also hoped that more use will 
be made of this valuable diagnostic aid. 
There is no doubt that more activating 
agents should be employed, such as S.AC., 
(Scopolamine plus Alpha Chloralose). 

Many of the findings of Revitch and Luzzi 
in their study of the same number of pa- 
tients, have been corroborated in this hos- 
pital, although the survey at this hospital 
was not limited to temporal lobe abnormali- 
ties. The work of Perl, Galambos, and Glorig 
can be useful to the otolaryngologist, and 
psychiatrist in detecting hysterical deafness 
as differentiated from organic deafness, The 
work of Kirchbaum and Stehle points to the 
possibility of aid to internists in differentiat- 
ing peptic ulcer from functional gastric dis- 
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order. Carotid sinus massage, and internal 
Carotid artery pressure, for the diagnosis of 
cerebral vascular occlusion, as described by 
gkillicorn and Aird, have been used in this 
study and will be used more frequently in the 
future. 

Lennox points out the importance of the 
heredity factor in epilepsy which is of value 
to the psycho-therapist and family coun- 
sellor. The value of EEG Examinations 
cannot be overestimated, The general prac- 
titioner or internist will be interested in the 
work of Van Buskirk in the EEG prognosis 
for vascular hemiplegia rehabilitation. 

EEG examination should be of interest to 
any professional people engaged in the ex- 
amination, treatment or supervision of chil- 
dren with behavior abnormalities, functional 
abdominal complaints, rage reactions, ap- 
parent incorrigibility, paranoid tendencies, 
apparent childhood schizophrenia, and other 
similar features. The importance of EEG 
examinations in these children has been de- 
scribed by Robertiello, Lennox, Gibbs, and 
Wimans. These studies should be of inter- 
est to psychiatrists, neurologists, psychol- 
ogists, internists, general practitioners, so- 
cial workers, welfare workers, family coun- 
sellors, and others. Many of the children 
studied had temporal lobe foci. 


Summary 


Routine EEG examinations are being done 
on all patients in this hospital, insofar as 
possible. Fifteen hundred patients have been 
examined in the past five years and over 
sixteen hundred recordings have been made. 
Over thirteen per cent of all patients ex- 
amined had abnormal] EEGs in routine exam- 
inations or nonorganic functional disorders. 
Over five per cent had abnormal EEGs in 
previously diagnosed organic brain disor- 
ders. One per cent had normal EEGs in 
suspected or alleged organic brain disease. 
Over one per cent were found to have incor- 
rect or incomplete diagnosis of epilepsy. 

The study here corroborates the work of 
Shuster, Brownstein, Pacella, and Isbell on 
the EEG abnormalities following abrupt 
withdrawal from barbiturates. One patient 
Classified as Grand Mal epilepsy, improved 
when a complete diagnosis was made (Grand 
Mal plus Petit Mal epilepsy) and being 
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placed on Dilantin with Tridione therapy. 
One case considered entirely functional was 
described in this article as having a mark- 
edly abnormal EKG record. 

It is not the belief of the writer that phys- 
ical examinations, neurological examina- 
tions, observations, and other laboratory ex- 
aminations, as well as detailed history tak- 
ing, can be overlooked in preference to any 
laboratory method. However, there is no 
doubt that EEG examinations, in indicated 
cases, are of great help in determining the 
existence of brain abnormalities or changes 
in brain metabolism, circulation, and Ox- 
ygen-CO, balance. 


Acknowledgement: The author wishes to acknowl- 
edge the help and encouragement given by Dr. Louis 
B. Thomas; the EEG technician, Michael Karnay 
for his faithful and careful technical skill; and to 
Joseph Weber for his excellent photographic repro- 
duction of these records. 
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Studies on the Physiology of Awareness 


(Consciousness of the Duration of Time in Psychiatric Patients) 


JOHN W. LOVETT Doust, M.B. 
Toronto, Canada 


The analysis of consciousness into a num- 
per of parameters of awareness has not only 
clarified the semantic understanding” of this 
basic concept of psychology and psychiatry 
but has led to the search for psychophysio- 
logic procedures which tend to change in 
parallel fashion to each of the several dimen- 
sions of Consciousness that have been dis- 
tinguished.“ Such an experimental design, 
when validated by suitably chosen monitor- 
ing techniques, amounts in effect to the 
measurement of that parameter of aware- 
ness Selected for investigation. Essays on 
the quantification of Attentive awareness,’ 
Emotional (visceral) awareness,’ Cogitive 
awareness,'’ and Discriminatory awareness,’ 
have already been made. This present study 
reports an attempt to measure another fun- 
damental aspect of consciousness: apprecia- 
tion of the passage of time, or the temporal 
parameter of awareness, and to investigate 
its dysplasia in a number of psychiatric dis- 
orders, 

Procedure 

A population of 538 subjects was tested. 
It included a normal sample of 347 healthy 
controls of whom 99 were English males 
(mainly British Army other ranks but in- 
cluding a few professional colleagues), 94 
were male undergraduates and 154 were fe- 
male undergraduates of a Canadian Univer- 
sity. For comparison with this healthy pop- 
ulation, two abnormal samples were avail- 
able; one of these was a group of 118 psy- 
chiatric patients consisting of 48 neurotics, 
31 depressives, 9 epileptics, 55 schizophrenics 
and 4 organic reaction types; the other was 
asmall group of 44 parapsychiatric subjects 
consisting of 8 patients complaining of pe- 
riodic attacks of severe migraine and 36 de- 
linquents, examined while under jail sen- 
tences, and selected because each had been 
psychiatrically diagnosd as a psychopathic 
personality. Apart from these psychopaths 


From the Dept. of Psychiatry, University of To- 
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who were all males, the abnormal groups 
contained an almost equal proportion of the 
two sexes. The age range of all groups lay 
between 17 and 48 years and the mean ages 
of members of each group did not differ too 


much from one another (v. inf.) 


The test procedure involved setting the 
individual subjects a simple task and then 
getting them to estimate the time they had 
taken to do it. In practice, each subject was 
requested to tap with a pencil on a piece of 
quarto-sized paper as quickly as he was able, 
the investigator commanding him to stop 
after the tapping had endured for exactly a 
15-second period. The request to estimate 
the duration followed immediately upon com- 
pletion of the tapping. The subject received 
no prior warning that a time estimate would 
be required of him, 


Results 


Table 1 indicates that the massed healthy 
control group tended to overestimate the 15- 
sec. period by some 7 seconds, It shows also 
however that this slight deviation was small 
by comparison with the patients’ estimates. 
Apart from the migrainous patients for 
whom time seemed to pass more quickly, all 
the severely psychiatrically abnormal groups 
consistently estimated the 15-second dura- 
tion as longer than did the controls. There 
was no disturbance in mean time conscious- 


ness among the neurotics. 


The heteroge- 


TABLE 1 


Consciousness of Duration Is Significantly 
Changed in Psychiatric Illness 


Mean estimate 


Group 

Healthy Con- 

trols 347 
Migraine 8 
Neurosis 48 
Psychopathy 36 
Depression 31 
Epilepsy 9 


Schizophrenia 55 


of duration 


(sees. ) 


22.409 
13.375 
22.208 
34.833 
39.613 
39.444 
41.036 


s 


19.004 
10.415 
14.802 
43.684 
31.405 
52.145 
59.465 


Analysis of 
Variance 


F ratio—5.600 
df 6 and 527 
P<.001 
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neity of psychopaths, epileptics and psycho- 
tics in regard to temporal awareness is ob- 
vious in the Table from the large standard 
deviations attending the means. 

Individual estimates among certain of the 
psychotic patients were occasionally gro- 
tesque, although there was no reason to 
doubt the sincerity of the patient. For two 
schizophrenic patients for example, the 15 
second period seemed to endure for “half-a- 
day.” Needless to say such extreme esti- 
mates were not recorded in our results. Also 
not included in Table 1 are the results from 
the 4 organic reaction type patients. These 
patients were all pre-senile dements of either 
the Pick or Alzheimer type. The mean es- 
timate of these organics was 95.0 secs (s= 
84.409) and hence in accordance with ex- 
pectation.* 

Table 2 displays a further aspect of the 
data. If estimates of 5 secs. on either side 
of the actual 15 sec. duration are accepted 
as “ideal” temporal orientation, then it can 
be seen that, even though the neurotics did 
not differ from the control group in regard 
to their mean scores, they do show the same 
shift to the right as is evidenced by the psy- 
chotics. 


TABLE 2 


Time Becomes Relatively “Empty” in 
Neurotic and Psychotic Breakdown 


Percentage Incidence of Estimates 
of Duration 


Group 1-9 10-20 21-30 31 secs. 
secs. secs. secs. and up 
Healthy Controls.... 19.0 60.0 18.0 13.0 
37.5 37.5 25.0 0 
22.2 24.4 40.0 13.3 
Psychopathy .......... 23.7 26.3 23.7 
Depression. .............. 13.0 19.3 29.0 38.7 
Schizophrenia ........ 12.7 22.0 31.8 34.5 


Table 3 shows the results of screening the 
findings for possible interfering variables. 
Sex for sex, no significance can, it would 
seem, be attached to the fact that part of the 
control sample was English and part Cana- 
dian, and that the former were Army con- 
scripts drawn from a very wide variety of 
civilian trades and professions, while the lat- 
ter were University undergraduates of the 
faculties principally of arts, science and laws. 
As the Table indicates, the entire difference 
between these two control populations is due 
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DECEMBrR 
TABLE 3 
Sex is a significant variable in Temporal 
Awareness 
M stimate T : 
(secs. ) 
Group N s 
Culture, etc. 
Canadian males 94 20.021 13.745 t<1.0 
English males 99 20.222 16.245 ng 
Canadian total 248 23.282 19.933 t=3.09 
English total 99 20.222 16.245 P= 91 
Sex 
Canadian males 94 20.021 13.745 t=4.167 
Canadian females 154 25.273 22.672 P<.001 


to sex, the female sample estimating the 15 
seconds by a significantly greater 5 seconds 
than the males, The finding underlined the 
importance of keeping the sex ratio at ap. 
proximately unity for the investigation of 
our psychiatrically abnormal groups. 

The final possible variable studied was that 
of age. The scores of the entire control 
group together with those of the neurotics 
(since their mean did not differ from the 
controls) were cross correlated with age. A 
Pearson product moment correlation coeff- 
cient was computed and found to be statis. 
tically insignificant (r+ .088) within the 
range of age (17-48 years) investigated. 


Discussion 


Enquiry into a psychiatric patient’s ori- 
entation for time and space is an integral 
part of any mental state examination, yet 
only the grossest examples of temporal dis- 
orientation can be picked up by the usual 
questions asked; often the sole disturbances 
elicited are those in organic reaction types 
and this finding has been used clinically asa 
sign positive for such illnesses. Per contra, 
other writers have considered the psycho- 
pathological aetiology of certain functional 
illnesses (e.g. of psychopathic personality; 
the “psychopathic inferior”) to be grounded 
in a disturbance of the concept of time, the 
inability to think or plan ahead of the pres- 
ent being a principal characteristic of the 
personality of such patients. 

Essentially, the concept of time lies at the 
very heart of an understanding of psychia- 
tric disorder. It contributes significantly to 
emotional maturation® and Meerloo" has al- 
alysed the varying forms of its dysplasia in 
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most of the major categories of mental ill- 
ness. 

The determinants of time consciousness 
are obscure and probably diverse. Sex, as we 
have seen, is one, ontogenesis* is a second, 
Kauder’s concept of ‘“temporalization’* a 
third, mood (dramatically illustrated by 
Binswanger’s' case history) a fourth, and 
even economic status* has been incriminated 
as a possible variable. Neurophysiologically, 
Nielsen and Thompson" relate time con- 
sciousness With self consciousness and local- 
ize it in the anterior thalamic nucleus—cin- 
gulate gyrus—orbital convolutions of the 
frontal cortex system; any interference with 
this pathway might disturb temporal aware- 
ness by removing elements of the feedback 
mechanisms.** 


Summary 

(1) Awareness of temporal duration was 
investigated in 347 healthy control subjects 
and 162 psychiatric and other patients by 
obtaining from each an estimate of the time 
involved in performing a 15 sec. task. 

(2) It was found that the controls gave 
mean over-estimates of some 7 secs. and that 
a significant sex difference existed. Culture, 
occupation and age (between 17 and 48 
years) were insignificant variables. 

(3) Patients with migraine gave shorter 
estimates than the controls; there was no 
difference between the mean estimates of 
neurotics and controls; patients with psy- 
chopathy, epilepsy, depression, schizophrenia 
and presenile dementia gave mean estimates 
of time which were the longer the greater 
the severity of their mental disturbance. 

(4) These findings are discussed. 
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Chlorpromazine in the Management of the Institutionalizeq 
Aged Psychiatric Patient With Chronic Brain Syndrome 


ALBERT A. KURLAND, M.D. 
Baltimore, Maryland 


Since the early reports of Delay and Deni- 
ker’ and Deschamps’ on the treatment of 
psychiatric disorders with chlorpromazine 
many articles have appeared concerning its 
effectiveness. Lehmann* summarized chlor- 
promazine’s effectiveness as “. . . of unique 
value in the symptomatic control of almost 
any kind of severe excitement. This includes 
catatonic schizophrenia, schizoaffective con- 
ditions, epileptic clouded states, agitation oc- 
curring in lobotomized patients immediately 
or several months after surgery and organic- 
toxic confusional states, as frequently ob- 
served in uremic conditions and senile psy- 
choses.” 

Sainz‘ in a study of 35 senile and 46 ar- 
teriosclerotic patients reported chlorproma- 
zine safe and efficient. He found it superior 
to barbiturates as a sedative since it did not 
induce confusion. Winkelman’ who treated 
27 agitated senile patients, stressed chlor- 
promazine’s superiority over barbiturates in 
relieving agitation, belligerence and destruc- 
tiveness in elderly persons; he attributed this 
superiority to the drug’s ability to calm 
without depressing. Howell, Horth and Diet- 
rich® reported that 18 of 20 patients with 
senile psychoses became quieter, less agi- 
tated and much easier to handle after treat- 
ment with chlorpromazine, and we’ found 
that it brought about an improved state in 
25 of 75 institutionalized psychotics, 

Encouraged by our own preliminary inves- 
tigations and the results reported by other 
investigators we decided to conduct a con- 
trolled study of chlorpromazine in the treat- 
ment of chronic brain syndrome. 


Method 


The study was conducted over a two year 
period on 52 patients between the ages of 60 
and 90, all of whom exhibited, to varying de- 
grees, the basic syndrome of chronic brain 
disorder: (1) Impairment of orientation; 
(2) Impairment of intellectual functions 
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(comprehension, calculation, knowledge 
learning, etc.) ; (3) Impairment of memory: 
(4) Impairment of judgment; (5) Lability 
and shallowness of affect. This syndrome 
was associated with psychotic, neurotic or 
behavioral disturbances of such magnitude 
that the patient could no longer be managed 
outside a psychiatric hospital. 

Twenty-six of the 52 patients served ag q 
control group. Those patients (all of whom 
were newly admitted, and previously un. 
treated were treated by standard methods, 
including EST. They did not receive chlor. 
promazine. 


The other 26 patients were treated with 
chlorpromazine alone for periods which va- 
ried from 15 to 252 days (average 74 days). 
The daily dose, adjusted to each patient in- 
dividually, varied from 50 to 400 mgs. (aver. 
age 150 mgs.). All of these patients had 
failed to respond to previous therapy. Chlor- 
promazine was given orally whenever pos- 
sible, but several uncooperative patients were 
given their initial doses by intramuscular in- 
jection. 

The manifestations of the stress these pa- 
tients were under was indicated by agitation, 
excitement, irritability, anxiety, confusion 
and hostility. They were assaultive, resis- 
tive, suspicious and dissociated, and dis- 
played negativistic and obsessive-compulsive 
actions. Many experienced delusions and hal- 
lucinations. 

Physical infirmity precipitated the state of 
tension in a great many patients; some trau- 
matic experience, such as the loss of a mate, 
precipitated it in others. 

All patients were severe management 
problems, noisy and unable to adjust to ward 
routine. Many required special nursing care 
because of their inability to feed themselves 
or to take care of their bowel and bladder 
functions. Many patients required restraint 
and heavy sedation. 

The response of the patients to the drug 
was determined by independent clinical eval- 
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yations made by this investigator and by the 
psychiatrist to whose service the patient was 
assigned, In addition, a weekly summary 
was made of the observations of the nursing 
personnel charged with the care of the par- 
ticular patient. The degree of response was 
as follows: 

(1) Marked Improvement: There was a complete 
reversal of patient’s attitude and behavior with an 
increasing participation in ward activities and inter- 
personal relations. 

(2) Moderate Improvement: The patient was less 
disturbed, more easily managed and began to take 
some part in hospital activities. 

(3) Minimal Improvement: The patient seemed 
less disturbed than usual to the medical and nursing 
sta who were thoroughly familiar with the pattern 
of the patient’s behavior. 

(4) No Change: No objective manifestations of 
pehavioral change were observed. 

(5) Worse: The patient became more disturbed 
while on chlorpromazine, and improved after it was 
withdrawn. 


Results 


Of the 26 patients treated with chlorprom- 
azine six showed marked improvement; six, 
moderate improvement; five, minimal im- 
provement; three, no change. One patient 
seemed to become worse. Five deaths oc- 
curred in this group. Three were due to car- 
diac failure; two to generalized arterioscle- 
rosis. None was directly attributable to 
chlorpromazine. 

Five patients, whose medication was with- 
drawn after they responded to treatment, re- 
gressed and were placed on a second course 
of chlorpromazine. All five responded well 
to the second course and none has again 
shown signs of regression, even though 
chlorpromazine was withdrawn the second 
time in three of the patients. One of the five 
patients, after being unsuccessfully treated 
with EST, responded to chlorpromazine. He 
started to regress when the drug was with- 
drawn, became worse when he was given an 
identical placebo, but he again responded 
dramatically when chlorpromazine was rein- 
stituted. 

Four patients were discharged. One of 
them stopped taking the medication on leav- 
ing the hospital, and was readmitted 2 
months later in a state of regression; two 
were continued on the medication after leav- 
ing the hospital and have been able to re- 
main at home; one stopped taking chlorpro- 


mazine while in the hospital and was subse- 
quently given 10 electroshock treatments 
following which she displayed additional im- 
provement and was discharged. 

Three patients developed jaundice but in 

each case the jaundice cleared up when the 
drug was withdrawn. Only one of the pa- 
tients who developed jaundice was exposed 
to a second course of chlorpromazine. Dur- 
ing her second course of treatment she did 
not develop jaundice but did develop an in- 
flammatory swelling about the eyes which 
was considered to be of an allergic nature. 
There were two cases of maculopapular rash 
which cleared even though the drug was con- 
tinued. One patient developed a Parkin- 
sonian-like reaction. 
Of the 26 patients not treated with chlor- 
promazine (the control group) six died from 
cardiovascular disease and secondary com- 
plications, Only one patient improved suf- 
ficiently to be paroled and one is being con- 
sidered for boarding care. The others have 
shown very little change. 

The case histories recorded below illus- 
trate the varying degrees of patient response 
evidenced during the course of treatment. 

Case 1 (Marked Improvement): This 75-year old 
male was admitted to the hospital in June 1954, 
following a course of EST to which he had not re- 
sponded. He was agitated, restless, incoherent, de- 
pressed, delusional, and disoriented. He ate poorly 
and weighed only 90 pounds. A diagnosis was made 
of chronic brain syndrome, senile arteriosclerotic 
type. He was placed on chlorpromazine, 100 mgs. 
daily, and responded very well. At the end of 40 
days of treatment he showed marked improvement 
and the medication was withdrawn. Gradually, how- 
ever, he regressed and forty days after chlorproma- 
zine had been withdrawn his condition was such 
that a second course of treatment was required. 
This time, in order to test the effectiveness of the 
active drug, an identical placebo was administered. 
When the patient showed no response after 10 days 
on the placebo, 150 mgs. of chlorpromazine daily 
was prescribed. Response was immediate. As the 
patient improved the dose was decreased to 50 mgs. 
daily. At this writing he is being maintained at 
that dosage. The patient shows marked improve- 
ment, displays no agitation and occasionally asks 
about going home. He spends a great deal of time 
in bed although he does seem to be interested in 
group activities and enjoys listening to the other 
patients’ conversations. He is friendly, alert, ori- 
ented and responds promptly and coherently to ques- 
tions. 

Case 2 (Moderate Improvement): A 68-year old 
man was admitted in January, 1955, because of his 
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insatiable demands for attention and his emotional 
instability. He had developed a memory loss for 
recent and remote events and had withdrawn from 
his associates. He was hostile, jealous and suspi- 
cious, and displayed no insight into his condition. 
A diagnosis was made of chronic brain syndrome 
associated with senile psychosis. 

In February, after showing no improvement on 
custodial treatment, he was given 8 EST’s. He re- 
sponded well but by March had regressed to his 
confused state and had to be secluded for his own 
protection. Chlorpromazine therapy was instituted 
(300 mgs. daily) and after only two weeks of treat- 
ment, at the family’s insistence, he was paroled. 
Chlorpromazine was continued at home and a fol- 
low-up call a month later revealed that he was 
more easily managed than before treatment and not 
as phobic, although his thinking remained un- 
changed. 

Case 3 (Minimal Improvement). This 63 year old 
woman had been previously admitted in 1953 but 
had been discharged against medical advice when 
the family refused to permit electric shock therapy. 
In July 1954 she was readmitted in an extremely 
agitated and fearful state. She spent a great deal 
of time pacing about in a small circle and would 
only speak in monosyllables withm much blocking. 
She was confused, and uncertain of her surround- 
ings. 

In August 1954 she was started on chlorproma- 
zine, receiving an average daily dosage of 200 mgs. 
for a period of 6 weeks. There was only a slight 
amelioration of her symptoms. In January, because 
of her continuing agitation and depression the pa- 
tient was given 10 EST’s. Her behavior and atti- 
tude improved moderately and she was permitted 
to go home on visits. The patient did well on these 
visits and was paroled on January 7, 1955. 

Case 4 (No Change): A 75 year old female was 
admitted in October 1951 because she was restless, 
confused, disturbed and disoriented. She was un- 
able to concentrate, displayed memory defects, and 
was unaware of her illness. A diagnosis of chronic 
brain syndrome associated with senile psychosis was 
made. 

Since her admission to the hospital she had shown 
a gradual regression with increased confusion and 
restlessness. She failed to respond to the usual 
sedatives and became very difficult for the staff to 
manage. In August 1954 she was put on a course of 
chlorpromazine. She was maintained on 100 to 400 
mgs. daily for eight months. There was no change 
in her condition. She remained restless, confused 
and at times had to be spoon-fed. The drug was 
discontinued when she suffered a mild cerebral vas- 
cular accident. Her course to date has remained 
essentially unchanged. 

Case 5 (Worse). A 77 year old woman was ad- 
mitted in July 1953, five weeks after the death of 
her husband. She had been treated at home the 
previous winter for what she cvalled a ‘nervous 
breakdown.’ She had difficulty sleeping and was 
obsessed with the delusion that she was a wicked 
sinner responsible for the death of several nurses 
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at a Baltimore Hospital. On admission, she Was 
able to care for herself but was somewhat con. 
fused, agitated and only partially oriented, Her 
memory was impaired and her judgment was only 
fair. Diagnosis was chronic brain syndrome With 
senile psychosis. 

She refused to eat, became undernourished, Was 
noisy at night, confused, resistive and combative, 
In 1953 she fractured her femur and a year later 
suffered a colles fracture. By October 1954 she haq 
become a great management problem and required 
constant restraint. She was started on chlorproma. 
zine and built up to 300 mgs. daily. Treatment Was 
continued for several months without response. 
There were frequent and prolonged outbursts of 
yelling, screaming and biting. She developed , 
ravenous appetite and, although she had to be spoon. 
fed, would eat two or three trays of food, if permit- 
ted, and still yell for more. 

On January 21, 1955, she was transferred to the 
hospital infirmary because blood was noticed in the 
urine. On February 7, 1955, chlorpromazine was 
discontinued and on February 9, 1955, an examina. 
tion under anesthesia revealed a self-inflicted vag- 
inal laceration and an acute cystitis. It was also 
observed that following cessation of chlorpromazine 
she seemed less excited and disheveled. Her course 
continues to go progressively downhill and she has 
lost almost complete contact with her surroundings, 


Discussion 


An examination of our results raises the 
challenging question, ‘Why did not all the 
patients respond?” It is our impression, al- 
though it is only a clinical one at this time, 
that the degree of response seems to be re- 
lated inversely to the degree of organic brain 
damage. The greater the evidence of brain 
damage, the less the response. 


The relationship between organic brain 
damage and anxiety is difficult to evaluate, 
because the usual manifestations of anxiety 
may be masked by the inability of the pa- 
tient to communicate his feelings. There 
were several other observations worth not- 
ing. One was that a rise in the patients 
weight early in the course of treatment could 
usually be associated with an ultimate im- 
provement in his clinical state. Another was 
that the complications which did appear 0c- 
curred most frequently in older patients, and 
in those who appeared to have the greatest 
degree of organic damage. 


Summary 
To test the effectiveness of chlorpromazine 
in the treatment of institutionalized aged 
psychiatric patients a study was conducted 
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on 52 patients, between the ages of 60 and 
90, who were hospitalized with a diagnosis 
of chronic brain syndrome with either ar- 
teriosclerosis, senile psychosis or both. All 
patients studied were severe management 
problems. 26 patients received routine treat- 
ment including EST; they did not receive 
chlorpromazine. The other 26 were treated 
with chlorpromazine alone. The length of 
treatment varied from 15 to 252 days, the 
daily dose varied from 50 to 400 mgs. Dos- 
age and method of administration varied de- 
pending upon the requirements of the indi- 
vidual patient. 

Of the 26 patients treated with chlorpro- 
mazine six showed marked improvement; six, 
moderate improvement; five, minimal im- 
provement; three, no change. One patient 
seemed to become worse. Five of the chlor- 
promazine treated patients died during the 
study, but none of the deaths were directly 
attributable to the medication. Of the 26 pa- 
tients in the control group one showed 
marked improvement; one, minimal improve- 
ment; 18, no improvement, Six patients in 
this group died during the course of the 
study. 

Side effects were noted in seven patients; 
jaundice in three; rash in three and Parkin- 
sonian-like reactions in one. All side effects 
were readily controlled. 

The results of this study clearly indicate 
that chlorpromazine is of value for both the 
treatment and management of institutional- 
ized, aged patients with chronic brain syn- 
drome. 
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Author’s Note: Chlorpromazine used in this study 
is manufactured by Smith, Kline & French Labora- 
tories under the trade name Thorazine. 

Acknowledgment: Through the very helpful coop- 
eration and interest of the late Dr. Ethel Green of 
our hospital staff, on whose service this study was 
carried out, and the secretarial assistance rendered 
by the Volunteer Service of this hospital, this pres- 
entation has been possible. 
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Antidiuretic hormone, “Pitressin’’ (Parke 
Davis & Co.), has been used in the treat- 
ment of schizophrenia by Forizs since 1937. 
He has described his technique in several 
communications.’ 

In essence, the antidiuretic hormone was 
first used by him in an attempt to produce 
convulsions by a mechanism of water reten- 


An Evaluation of the Treatment of Schizophrenia with the 


Antidiuretic Hormone of the Posterior Pituitary 


G. F. WESTCOTT, M.B. 
Butner, North Carolina 


tion; following the work of Meduna on epi- 
lepsy and schizophrenia, the search for con- 
vulsant agents was general at that time. The 
attempt to produce convulsions with the hor- 
mone proved abortive but Forizs did notice 
some symptomatic improvement in his pa- 
tients. 

Pitressin has been used at the State Hos- 
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TABLE I—PLAIN GROUP pi 
A.S.U.—Acute Schizophrenia, undifferentiated type. . 
C.S.U.—Chronic di ce 
P.S. —Paranoid Schizophrenia. th 
S.S. —Simple Schizophrenia. 
Ca.C. —Catatonic Schizophrenia. 
be 
Sex & Duration of 
Diagnosis Treatment Fate of of 
F. 43 2 mos. A.S.U. E.C.T. Discarged 3 mos. oy 
Readmitted al 
Redischarged to 
F. 28 5 days A.S.U. OF Ot ly Discharged 3 mos. 23 mos 
F. 47 12 days A.S.U. E.C.T. Discharged 3 mos. 23 mos, 
M. 43 6 years PS. E.C.T. Discharged 12 mos. 13 mos. ac 
F. 62 1% years P.S. E.C.T. Discharged 8 mos. 17 mos, 
F. 45 2 years C.S.U. E.C.T Discharged 2 mos. 6 mos, of 
Readmitted ge 
Redischarged 
M. 25 2 years C.S.U co, Discharged 4 mos. 21 mos, ck 
r. 32 4 mos. P.S. E.C.T Discharged 8 mos. 18 mos be 
F. 37 1 year Ca.S ECT. Discharged 7 mos 21 mos. 
M. 36 6 mos. P.S. co, Discharged 3 mos. 25 mos. a 
M. 36 3 mos. PS. E.C.T. Discharged 13 mos. 12 mos. pe 
Insulin 
M. 39 2 years S.S. None Discharged 1 mo. 24 mos, 
F. 22 1% years C.S.U. Co, Discharged 3 mos. 24 mos. 
F. 60 D3 years C.S.U. None Discharged 2 mos. 2 mos, 
Readmitted de 
Fr. 30 6 mos. PS. None Discharged 3 mos. 23 mos. 
M. 30 4 mos. P.S. Bc Tt. Discharged 6 mos 18 mos, al 
F. 24 2 years Ca.S. E.C.T. Discharged 2 mos. 6 mos. ri 
Readmitted 
M. 24 3 years P.S. Insulin Discharged 6 mos. 21 mos. a 
M. 53 6 yers PS. None Discharged 4 mos. 24 mos. vi 
M. 34 2 weeks Ps. Insulin Discharged 6 mos. 21 mos, 
M. 19 3 days A.S.U. None Discharged 3 mos. 22 mos. 
gl 
TABLE II—PITRESSIN GROUP st 
A.S.U.—Acute Schizophrenia, undifferentiated type. 
C.S.U.—Chronic 
P.S. —Paranoid Schizophrenia. at 
S.S. —Simple Schizophrenia. 
Ca.C. —Catatonic Schizophrenia. 1s 
Sex & Duration of Diagnosis Treatment Fate Length of Length of 
Age Illness tay Remission 
F. 47 4 mos. P.S. Bor. Discharged 7 mos. 18 mos. | 
M. 42 4 years Ps. BC. 1. Discharged 6 mos. 19 mos. at 
M. 33 3 mos. PS: E.C.T. Discharged 2 mos. 23 mos. 
F. 38 1 year C.S.U. E.C.T. Not Discharged 27 mos. sons a 
Insulin ut 
M. 19 2 mos. Ca.S. BCT. Discharged 12 mos. 12 mos. : 
F. 39 1 week PS. E.C.T. Not Discharged 28 mos. a ey 
F. 32 6 weeks P.S. BC.T. Discharged 5 mos. 20 mos. al 
M. 24 3 years PS. E.C.T. Discharged 1 mo. 7 mos. in 
Readmitted 
F. 26 1 year PS. E.C.T. Not Discharged 27 mos. _— 
Insulin ec 
M. 28 1 year C.S.U E.C.T. Not Discharged 26 mos. — 
F. 36 3 years Ps: ORGY i Discharged 6 mos. 4 mos. W 
Insulin Readmitted di 
F. 38 2 mos. PS: OR if Discharged 8 mos. 17 mos. 
Insulin of 
F. 25 1 mo. AS.U E.C.T. Discharged 12 mos. 13 mos. 
Insulin 
F. 35 6 mos. P.S. None Discharged 7 mos. 19 mos. he 
M. 40 1 mo. A.S.U None Discharged 2 mos. 2 mos. al 
Readmitted 
Redischarged $l 
F. 42 6 mos. S.A.P E.C.T Discharged 4 mos. 23 mos. si 
F. 25 2 years PS None Discharged 4 mos. 12 mos. 
Readmitted 
Redischarged 3) 
M. 42 1 mo. Pe. E.C.T Discharged 24 mos. 2 mos. 
36 2 weeks P.S. B.c.T Discharged 2 mos. 23 mos. 0 
F. 34 6 week PS. E.C.T Discharged 12 mos. 13 mos. si 
Insulin 
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pital at Butner, North Carolina, since 1950, 
and several hundreds of patients have re- 
ceived courses of injection for periods up to 
three years’ duration. 

Since these treatments have nearly always 
peen given in conjunction with the other 
standard physical therapies, mainly E.C.T. 
and deep insulin coma, it has been difficult 
to assess the precise effect of Pitressin. 

Forizs' has given two main reasons for the 
administration of Pitressin. Firstly “a phase 
of reactivation” —by this is meant, a resur- 
gence of the original symptoms of the psy- 
chosis may be produced; this phase can now 
be submitted to E.C.T. or insulin. Secondly, 
a tendency to stabilize the adjustment of a 
patient following E.C.T. or insulin coma. 


Technique or Treatment 

One cc (10 units) of Pitressin is given 
daily by subcutaneous injection for 10 days, 
and then thrice weekly for an indefinite pe- 
riod. Should the patient leave the hospital, 
a letter is sent to his personal physician ad- 
vising continuation of the treatment. 

Courses of E.C.T. and/or deep insulin are 
given as indicated by the patient’s clinical 
state. 

Sources of Material 

The subjects of the present study comprise 
admissions to the hospital between January 
Ist-April 30th, 1953. 

A staff diagnostic conference is held thrice 
weekly, and is attended by all staff physi- 
cians, psychologist, and social worker. Each 
case is considered for an average of 30 min- 
utes. A social history is available in nearly 
every case, while psychometric testing, usu- 
ally Rorschach and Machover figure draw- 
ing, is carried out on all patients. 

The whole conference proceedings is re- 
corded into the clinical folder, and so the 
writer has had ample opportunity to check 
diagnostic criteria and prehospital duration 
of illness. 

It should be noted that the writer has only 
been a staff member since December 1954 
and so has not been concerned in the diagno- 
sis or treatment of any of the subjects con- 
sidered in this study. 

Between January 1st and April 30th 1953, 
317 patients were admitted to the Hospital. 
Of this number 50 were in their first admis- 
sion to a mental institution and were diag- 
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nosed as schizophrenia. It is this group that 
is presented for detailed study. 

Of these patients, six subsequently left 
against medical advice, one escaped and two 
were transferred to other hospitals. 

Of the remaining 41 cases, 20 received 
Pitressin, and 21 did not (called hereinafter 
the ‘Plain Group’’). 

Table I shows the records of the plain 
group. 

Table II shows the Pitressin group. 

Table III is an abstract showing discharge 
and readmission rates, together with dura- 
tion of illness, length of stay in hospital and 
length of remission. 

It should be emphasized that the Pitressin 
group received injections throughout their 
hospital stay irrespective of what other 
treatments they were subjected to. 


TABLE III 
Plain Pitressin 
Group Group 
"ROCA CASES 21 20 
In Hospital May 1, 1956 ........ 2 i! 
Never Discharged .................00 0 4 
FREROMISSIONS 4 4 
Readmission, Redischarge .... 2 i, 
Out of Hospital May 1, 1955 19 13 
Initial Discharge Rate .......... 21= 16= 
100% 80% 
Unbroken Remissions ............ 18= 12= 
85.7% 60% 
4.8 mos 7.1 mos. 
Average Remission ................... 17.4 14.2 
Average Prehospital Duration 
19.4 mos. 10.5 mos. 


N.B.—Average stay in Pitressin Group excludes 
never discharged cases. 


Composition of the Groups 

The ages of the groups show no statisti- 
cally significant difference (C. R.—0.90). 

The average prehospital duration of illness 
shows a significant difference between the 
two groups: plain group—19.4 months. Pi- 
tressin group—10.5 months Superficially, 
then, the Pitressin group is the more favor- 
able prognostically, although this is consid- 
ered again later. 

The Pitressin group shows a greater pro- 
portion of paranoid schizophrenia than does 
the plain group; the average prehospital du- 
ration of illness in the Pitressin paranoid 
group is 12.55 months, and 22.5 months in 
the plain group of paranoids. 
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Results 


As can be seen from Table III, the results 
in the plain group are somewhat better than 
those in the Pitressin group. An initial dis- 
charge rate of 100% as against 80%, and 
an unbroken remission rate, measured until 
May Ist 1955, of 85.7% as against 60%. 


The readmission rate in the two groups is 
practically the same: 19.0% in the plain, and 
20% in the Pitressin. 

The average stay in the hospital of the 
plain group is shorter than that of the Pi- 
tressin group by 2.3 months, and the aver- 
age remission is longer by some 3.1 months. 


Discussion 


It would be unwise, probably, to accept 
these results at their face value. It should 
be noted that seven patients in the Pitressin 
group received courses of deep insulin, while 
only two in the plain group were so treated. 
This might be taken to indicate that the 
cases in the Pitressin group were considered 
the more severely ill. If these seven patients 
are excluded from the group, the initial dis- 
charge rate rises to 84.6%, and the unbroken 
remission rate rises to 61.6%, as against 
60%. 

In this connection it is seen that one pa- 
tient receiving insulin had a three-year du- 
ration of illness, and two others had one year 
histories. Normally these cases would not 
be considered favorable ones for this type of 
treatment. Murdoch’ has described the treat- 
ment of chronic schizophrenia with combined 
insulin coma and Pitressin, and it is interest- 
ing to note that the three-year case did leave 
hospital after a six months’ stay, but was 
later readmitted. 

The question of improvement in the two 
groups is left unanswered, and probably 
must remain so, unless an elaborate profile of 
each patient can be compiled (Hope & Mala- 
mud‘). Such assessments as are made by in- 
dividual physicians cannot be compared with 
each other. It is better to rely on discharge 
and readmission rates, which are at least 
factual. 

It is thought that undue weight should not 
be placed on the shorter prehospital dura- 
tion of illness in the Pitressin group; both 
groups show moderately chronic type of ill- 
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ness, and both show average duration of 
more than nine months. Probably the prog. 
nosis after that period does not markedly 
vary unless very chronic illness is congiq. 
ered. 


Summary 

(1) First admissions of schizophrenic pa- 
tients to the State Hospital have been stud. 
ied. 

(2) The patients have been subdivideg 
into two groups, on the basis of treatment 
received; one group received Pitressin, one 
did not. 

(3) The groups are comparable for age, 
but show significant difference in prehospital 
duration of illness—the Pitressin group has 
the shorter duration. This has been dis- 
cussed. 

(4) The results have been assessed on the 
basis of discharge and readmission, length 
of stay in hospital and length of remission. 

(5) The results are significantly better in 
the group not receiving Pitressin. 

(6) It is thought that antidiuretic hor- 
mone (Pitressin) is not an effective agent in 
the treatment of acute and moderately 
chronic schizophrenic illness. 


Author Note: The work reported here was done at 
the State Hospital at Butner. Permission for pub- 
lication has been kindly given by Dr. D. Young, 
General Superintendent of North Carolina Mental 
Hospitals. The opinions contained herein are those 
of the author, and do not redect in any way the 
opinions of the North Carolina Board of Control. 


Thanks are due to Mr. G Wenzel, Chief Psychol- 
ogist at the State Hospital, Butner, for help with 
the statistics. 


REFERENCES 


1. Forizs, L.: Orvosi: Hetil., 81, 772-773, 1937. 

2. Florizs, L.: Treatment of Mental Patients with 
Anti-diuretic Hormone of the Post. Pit. Dis. of 
Nerv. Syst., Vol. XIII, No. 2, Feb. 1952. 

3. Florizs, L., and Vitols, M.: Combined Pitressin 
and Electroshock in Schizophrenia. Dis. of Nerv. 
Syst., Vol. XV, No. 6, June 1954. 

4. Florizs, L.: Pitressin Treatment for Schizophre- 
nia. Tri-State Med. J., Vol. I, No. 10, Dec. 1953. 

5. Murdoch, J.: The Treatment of Chronic Schizo- 
phrenia by Deep Insulin Coma Associated with 
Anti-diuretic Hormone. Proceedings of Southern 
Psychiatric Association, Nov. 1952. 

6. Hope, J. M., and Malamud, W.: A Method for 
the Evaluation of Hormone Therapy in Schizo- 
phrenia. J. of Clin. and Exper. Psychopathology, 
Vol. XII, No. 4, Dec. 1951. 


qe « 


‘ 
cl 
si 
m 
be 
of 
tl 
di 
a 
| a 
P 
1 
re 
n 
a 
k 
d 
i 
a 
h 
a 
; i 
i 
t 
f 
1 
t 
t 
t 
a 

|| 


1959 


One of the great dilemmas of modern psy- 
chiatry is whether to administer electro- 
convulsive therapy if the resultant convul- 
sion is physically hazardous. Here is a 
modality which is almost sovereign for de- 


pressions. Shall we deny it to patients who, 
because Of heart disease, brittle bones, or 
other contra-indications cannot be safely 
thrown into a convulsion? 

It must be admitted that electrically in- 
duced convulsions can cause fractures. In- 
deed, one report’ gives the incidence as high 
as 89 per cent, and others* cite such figures 
as 14, 21 and 23 per cent. 

The ideal solution would be to provoke the 
psychiatrically useful part of the treatment 
without causing a convulsion. As early as 
1940, Bennett* suggested curare as a muscle 
relaxant. Since then, numerous ‘synthetic 
curares” have been introduced. They have 
never become popular. They are slow to act, 
and once in action, their effect is too pro- 
longed. They are toxic; they produce un- 
desirable histamine-like side-effects. 

Thus, only one horn of the dilemma was 
available: to refuse to give shock. However, 
in 1952, a new choice was offered: succinyl 
choline-chloride, In that year, Holmberg 
and Thesleff* reported good results with suc- 
cinyl choline-chloride, a synthetic substance, 
which was found to have muscle-relaxant 
properties by Bovet* in 1949. This method 
has been used by other investigators since, 
and so far has been proved to be an excellent 
substance to produce relaxation during 
E.C.T. without undesirable side-effects. 
After observing Dr. Impastato and his co- 
workers at Bellevue Hospital, we started 
using succinyl choline-chloride® on patients 
in whom E.C.T. had been considered contra- 
indicated, We have been using the Impas- 
tato technique with one minor change. We 
found it more advantageous to administer 
1/75 to 1/100 of a grain of atropine subcu- 
taneously about thirty minutes before the 
treatment instead of giving it intravenously 
together with the succinyl choline-chloride 
and thiopental.‘ 
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Shock Therapy Can Be Safe 
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Before the first treatment, patient is tested 
with 5 milligrams of succinyl choline-chlo- 
ride intravenously. From the effect of the 
test dose, the dose for the first treatment is 
determined. With increasing experience it 
is possible to predict, with reasonable ac- 
curacy, a dose leading to complete relaxa- 
tion. If a patient feels weak after the test 
dose; if he is unable to lift his head, we are 
probably dealing with an “average patient,” 
requiring 10 to 20 milligrams. If he moves 
freely after the test dose, larger amounts 
will be required, up to 40 to 60 milligrams 
and possibly higher. Since the succinyl cho- 
line-chloride is rapidly broken down, the first 
treatment can be administered not later than 
five minutes after the test dose. The previ- 
ously determined dose is drawn into a 5 cubic 
centimeter syringe and 100 to 150 milli- 
grams of thiopental’ added. The exact dose 
of thiopental required to prevent unpleas- 
ant sensations and produce amnesia has to be 
determined by trial and error, Then, the con- 
tent of the syringe is injected intravenously 
rather rapidly. Between 30 to 60 seconds 
after the injection, one will notice perioral 
and periorbital fibrillations. The jaw drops 
indicating relaxation. At this point, the elec- 
tric stimulation is given in the regular man- 
ner. We have been administering three treat- 
ments weekly. 


To judge the degree of softening, we use 
Impastato’s method of grading. Thus, we 
speak of a 4 plus softening when no convul- 
sion takes place; 3 plus when some move- 
ment of the extremities occurs, but no force 
is used to push them down; 2 plus when some 
force is needed; and 1 plus when a “normal 
convulsion occurs.” At the termination of 
the softened convulsion, artificial respira- 
tion is initiated until the patient starts to 
breathe spontaneously. This occurs, in most 
cases, after two to three minutes. For the 
artificial respiration, we use the M.S.A. De- 
mand Pneophore with good results. 


So far, we have treated only few patients, 
because only those for whom regular E.C.T. 
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was absolutely contra-indicated were chosen, 
The results were very gratifying. For ex- 
ample, we had two patients who had been 
invalids for six and eleven months respec- 
tively, and who recovered completely in two 
to three weeks of ‘‘modified” convulsive ther- 
apy. 

We have had no instances of prolonged 
apnea. Some of the patients started to 
breathe spontaneously. None had to be res- 
pirated for more than three minutes. Our 
average dose of succinyl was 24.7 milligrams 
which is much higher than we expected from 
Robie’s recent report’ which states that 
“many such cases require only 5 to 7 milli- 
grams to produce a 4 plus softening con- 
vulsion.” The lowest dose resulting in a 4 
plus convulsion in our series was 15 milli- 
grams. Here are two representative cases: 


Case One 


A 48 year-old salesman was admitted to a pri- 
vate mental institution in June, 1954, with a diagno- 
sis of Involutional Psychotic Reaction. Symptoms 
were: depression, agitation, anorexia and inability 
to concentrate. In January, 1954, he complained 
of stiffness of his neck, with sharp pains radiating 
to his right arm. A diagnosis of a “slipped cer- 
vical disc’”’ was made, and he was in a cast for six 
weeks. He had to wear a brace for another six 
weeks. For that reason, E.C.T. was considered too 
risky, and he was treated with chlorpromazine and 
supportive psychotherapy, which resulted in very 
slight improvement. In October, 1954, he was 
transferred to Essex County Overbrook Hospital. 
He had become increasingly confused, depressed 
and agitated, developed many somatic delusions 
and was hardly able to walk. Again, regular 
E.C.T. was considered too dangerous. On March 3, 
1955, he was started on E.C.T. modified with suc- 
cinyl choline-chloride. In view of his past history, 
we gave him 30 milligrams for his first treatment, 
and increased the dose later to 40. This resulted 
in complete relaxation. There were no convulsions 
visible after application of the electric current. Af- 
ter three treatments, he was already markedly im- 
proved. After seven treatments, he was subjec- 
tively and objectively completely free of psychotic 
symptoms. He has been going home on week-end 
passes and will leave on an extended pass shortly. 


Case Two 


A 56 year-old female developed a first psychotic 
episode apparently following a coronary occlusion 
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in November, 1953. She became agitated, depresgeq 
and had many somatic complaints. In May, 1954, 
she started to hallucinate, became delusiona] and 
was committed to Essex County Overbrook Hospj. 
tal. She was diagnosed Involutional Psychotic Re. 
action. During most of her hospitalization, ghe 
was disoriented, depressed, completely out of cop. 
tact, combative, many times mute and requiring 
feeding. In view of her past history of rheumatic 
heart disease, her coronary occlusion in November, 
1953, and her present cardiac status with episodes 
of auricular fibrillation with decompensation, the 
medical consultant advised against E.C.T. On March 
3, she was started on succinyl choline-chloride moq. 
ified E.C.T. She received 10 milligrams for the 
first treatment, resulting in only a 2 plus softening, 
To reach 4 plus softening, the dose was gradually 
increased to 25 milligrams. She started to improve 
after the third treatment. By the seventh treat- 
ment, she seemed recovered mentally and has main- 
tained her improvement since, despite another epij- 
sode of fibrillation and cardiac decompensation 
within about two weeks after her last treatment. 


Summary 


We have found succinyl choline-chloride a 
valuable addition to the methods of adminis- 
tering E.C.T. It affords the benefit of this 
treatment to patients who previously had 
been considered too great risks for physical 
reasons. In our series, the average dose to 
produce complete relaxation was 25 milli- 
grams. Two cases of Involutional Psychotic 
Reaction, who recovered completely under 
this treatment, are described. 
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Man’s sui vival through the ages of history 
is somewhat surprising when one reads the 
story. There were wars which swept over 
the face of the Earth without any regard for 
the feelings, the possessions, or even the life 
of the common man, ‘“Man’s inhumanity to 
man”' makes one wonder how man not only 
lived, but when he did live, how he main- 
tained his sanity. The cruelties exercised in 
the name of religion and justice, the rack, 
the thumbscrew, and other forms of torture, 
all undoubtedly brought to many an individ- 
ual more than he could bear. Nevertheless, 
throughout the ages man survived. There 
were men of Egypt, Greece, Rome, in the 
middle ages, and even during the rigors of 
American frontier life, who lived, main- 
tained their sanity and reached a certain de- 
gree of maturity, Even today, in the face of 
cold wars, subversive activities, general sus- 
picion and threats of atomic war, people do 
escape mental disease, develop mature atti- 
tudes toward living, and enjoy a modicum of 
happiness. 

Maturity and sanity are the products of 
social learning. The learning of social skills 
which enables one to get along in this world 
of tears and agony, to stand bitter loss and 
desperate dread, is a type of education re- 
quired of those who survive to reach that 
certain degree of flexibility in response, 
which we call maturity. There must be then, 
certain human characteristics that have nur- 
tured man’s ability to learn the necessary 
skills to face the tragedy of it all and to 
take it. The ability to pray, to project his 
needs and wants into the great unknown and 
to feel some security from his projection, has 
certainly been a valuable human trait. The 
ability to believe himself inviolate and im- 
mune, regardless how imminent the disaster, 
and to block out what is past so as to start 
anew, has undoubtedly helped to preserve 
mankind in stress. But the greatest of all 
is the power which allows man to discharge 
that which is repressed, to escape from sur- 
rounding tragedy, and to remove the hurt 
from the pain; e.g. the ability to laugh, to 
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Irony, Invective and Satire in Developing Social Skills 


DAvipD C. WILSON, M.D. 
Charlottesville, Virginia 


see the comic, and to enjoy the joke even at 
his own expense. It has been said that abil- 
ity to forget the past, to laugh at the present, 
and to hope for the future, is a necessity for 
mature man.* 

Aristotle studied laughter, Erasmus wrote 
the Praise of Folly, Hobbes held that awk- 
wardness or other deformity or imperfec- 
tion in others makes one laugh because it 
heightens one’s self esteem and so pleases 
him.’ Schopenhauer found the cause for 
laughter in the sudden incongruity that is 
presented.‘ Freud felt that many of the tech- 
niques used in dreams were used in wit and 
humor, that repressed hostility, sexual de- 
sire, as well as wishes, could find outlet 
through wit and humor. He mentioned the 
reduction of pain by humor, as well as the 
relationship of the understanding of wit to 
social learning. A certain amount of energy 
holds tabooed drives repressed. Wit allows 
the discharge of this energy in an economi- 
cal fashion. This discharge brings the laugh- 
ter with its accompanying relief.’ Bergson 
believes that where automatic or mechanistic 
behavior takes the place of more flexible be- 
havior, the comic sensation arises. The ab- 
sentminded professor and the clown use this 
same sort of behavior to produce laughter. 
The clown and the professor act in automatic 
fashion, as if they were entirely unaware of 
the laughter they are producing, 

Bergson also feels that laughter is a 
shared emotion. You have to belong, to laugh 
with a group and if you do laugh you are one 
of the gang. He thinks laughter is a kind 
of social rigging, a method of breaking-in 
people to the forms and conventions of so- 
ciety, a way of curing eccentricity and un- 
sociability in their early stages. “Society 
senses in the early stages a deficiency, in 
either elasticity or tension, feels threatened 
by it, and attempts to remove the threat by 
means of a gesture. This gesture is laugh- 

As nations become more civilized, their 
comedy shades from the crude and very di- 
rect to the more indirect and subtle. The 
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horseplay, the low comedy in Shakespeare’s 
plays is for the low person in the pit, the 
subtle wit for the elite on the stage. The 
Greeks, at the height of their civilization, 
were masters of irony, while the Romans de- 
veloped satire and the French a scathing 
wit. The English, more than any other, have 
the highest sense of humor. A quiet sense 
of one’s own ridiculousness which may or 
may not be shared to be enjoyed, is the most 
adult and also the most civilized of all comic 
effects. 

Invective is the most direct verbal attack. 
By this means one person assaults another 
person or a thing which he personifies. There 
are two persons involved: the aggressor who 
carries the responsibility of the assault, and 
the recipient who feels the impact. If direct 
assault is too dangerous, however, because 
of the possible retaliation by the recipient or 
his friends on one hand, or because the guilt 
of the aggressor felt during the assault or as 
an after-reaction is too hard to bear, a twist 
is given to the attack by the use of language. 
The attack becomes indirect and a third in- 
dividual enters the picture. This third per- 
son is the spectator. His presence changes 
the whole situation, since he is a witness to 
the fact that no direct assault was intended. 
The presence of this spectator is essential to 
all kinds of wit except rare types of personal 
humor. The spectator must be in rapport 
with the joke teller, teaser, or the wit. He 
is “in the know” to use the vernacular and 
shares with the teller the fun derived from 
the witty assault, He must get a similar 
energy discharge, as does the teller, if the 
whole proceeding meets with success. If he 
is not in the mood, if he has heard it before, 
and does not laugh in the proper fashion, the 
joke teller is left “high and dry” with an un- 
comfortable feeling of inadequate discharge 
similar in feeling at least, to an incomplete 
orgasm. 

The object of ridicule on the other hand, 
has another role. He must act like the clown 
in the comedy who pretends to be unaware 
of his ridiculous behavior. He must not show 
that he feels the barb and is seriously hurt, 
but must smile sweetly and act in a bland 
manner, as if he were not aware of anything 
but kindness on the part of the aggressor. 
He may retaliate by a witty quip or even 
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turn the tables by a more clever witticism, 
Rage, tears, or direct attack of any kind jg 
not playing the game. The poor fellow who 
shows he can’t take it is excluded from the 
elect group of those who laugh. The pleas. 
ure of the aggressor when the joke is laden 
with hostility certainly has an element of 
sadism; when the joke has a sexual import 
the pleasure is similar to that of the exhibj. 
tionist, since the teller shocks an audience 
by suddenly revealing in an unaccustomed 
place, the forbidden sexual words. The pleas. 
ure of the spectator is similar to that of the 
teller, His response varies with the degree 
of skill used by the operator in building up 
the story to produce a startling and unex. 
pected exposure. The pleasure of the one 
who is the object, is masochistic in some de- 
gree—a feeling of pleasure from being 
beaten on. There is also some pride in the 
fact that he controls himself and is able to 
play the game according to the rules. 
Now to point out how these forms of the 
comic, invective, irony and other forms of 
wit have social value. This value is shown 
in the relief afforded in four areas. First, 
to relieve the strain arising from the need of 
keeping repressed crtain drives such as hos- 
tility, sexual desire, and such tender senti- 
ments as admiration, kindness and love, 
when their direct expression is impossible 
without embarrassment. For example, a ma- 
rine who admires his buddy’s new uniform 
says, “Where did you get that goddam fancy 
rig?” Second, there is the need to lessen the 
pain that arises from either the present or 
the past. The comic twist enables us to en- 
dure the unbearable. Third, there are the 
inconsistencies of life that are so hard to 
understand. The duplicities of human be- 
havior are especially dismaying to the child 
who in the beginning is naive, direct, and 
lives in a world of simple honesty, The in- 
direction used in increasing complexity, as 
one goes from invective to more complicated 
joking, teaches the child to joke, the use of 
deception and the rules that govern the be- 
havior of those who laugh and those who are 
the object of ridicule. Finally, there is 4 
fourth value to the comic. In this way he 
can be accepted into a group of laughers who 
enjoy the antics of the clown, that outsider 
who is apparently unaware of the amusing 
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nature Of his behavior. This camaraderie of 
jaughers carries with it the security that 
comes from belonging, but also the terrible 
insecurity and lonesomeness of those who 
are excluded because they cannot enjoy a 
joke or cannot “take it,’’ according to the 
rules, when they are attacked in “so-called” 
humorous vein. 


The Relief of the Repressed 


The direct assault brings the greatest re- 
lief of repressed material. Undoubtedly a 
good “goddam you” when expressed to one 
who is hated gives great relief. I imagine 
“rape” also has its sexual value. Yet these 
direct methods call for such severe retalia- 
tin that they can’t be used except by sol- 
diers during war or professionals in the box- 
ing ring. Invective can be used if a slight 
twist is given which then slides it over into 
the great area of the comic. Walter Winchell 
and Arthur Godfrey play along this danger- 
ous edge daily, The more indirect the at- 
tack, the less responsible the attacker, the 
less guilt he carries for the assault, also the 
more helpless the victim to retaliate without 
acting the fool. 

The book of Job is a good example of the 
use of invective to give vent to man’s feel- 
ing regarding the problem of good and evil 
and the omnipotence of God. 

“Let the day perish wherein I was born, and the 
night in which it was said, there is a manchild con- 
ceived. 

“Let them curse it that curse that day, who are 
ready to raise up their mourning. 

“Because it shut not up the door of my mother’s 
womb nor hid sorrow from mine eyes.’’* 

It is interesting that God is allowed to de- 
fend himself in the true joking mode by 
crushing sarcasms. 

“Canst thou draw leviathan with a hook ?—wWilt 
thou play with him as a bird?—or wilt thou bind 
him for they maidens?” 

Mark Twain in his later years became 
quite bitter. He considered that he was only 
a thought between two eternities. He ex- 
presses his feeling regarding the religious 
thinking of his day by putting the words in 
the mouth of the devil who has visited this 
earth as The Mysterious Stranger. Satan 
Says to man as he leaves, 

“Strange! that you should not have suspected 
years ago—centuries, ages, eons ago! for you have 
existed companionless through all the eternities. 
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Strange indeed, that you should not have suspected 
that your universe and its contents were only 
dreams, visions, fictions! Strange because they are 
so frankly and hysterically insane like all dreams: 
A God who could make good children as easily as 
bad, yet preferred to make bad ones; who could 
have made everyone of them happy, yet never made 
a single happy one; who made them prize their 
bitter life, yet stingily cut it short; who gave his 
angels eternal happiness unearned yet required his 
other children to earn it; who gave his angels pain- 
less lives, yet cursed his other children with biting 
miseries and maladies of mind and body; who 
mouths justice and invented hell—mouths Golden 
Rules, and forgiveness multiplied by seventy times 
seven, and invented Hell; who mouths morals to 
other people and has none himself; who frowns on 
crimes yet commits them all; who created man 
without invitation, then tries to shuffle the respon- 
sibilities for man’s actions upon man, instead of 
honorably placing it where it belongs, upon him- 
self; and finally with altogether divine obtuseness, 
invites this poor abused slave to worship him!’’s 


This is said by David Worcester to be “‘the 
most conspicuous God-baiting in American 
letters.’”” Certainly it enabled its author to 
relieve many of his repressed emotions, and 
has a similar effect on many who read it. 

The “dirty” joke also releases repressed 
drives. Sometimes hostility is expressed 
when the joke has very little indirection but 
depends on the shocking expression of for- 
bidden ideas for its acceptance, Such jokes 
are called filthy by most people of culture 
who prefer to relieve their guilt for using 
tabooed words and thoughts by more indi- 
rection. Filthy jokes usually have to do with 
excreta and are similar to feces smearing 
that we all enjoyed as infants. The child un- 
der four enjoys a similar sort of direct at- 
tack. The child will say ‘you are doody” or 
“‘pee-pee on you” and consider it funny. The 
limerick is more acceptable to adults because 
the rhyme forces the teller to pronounce the 
obscene thought, thus his guilt is allayed by 
the rhyme and the indirection of the play 
on words. For example, 


On the breast of a lady named Hale 
Was tattooed the price of her tail 
And on her behind 

For the sake of the blind 

The price was imprinted in braille. 


Thus the word ‘Hale’ forces the rhymer 
to use the tabooed words. 

Nevertheless the value of the sexual joke 
is mainly that of exhibitionism. It is inter- 
esting how such tellers have a preference for 
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exhibiting anal, oral or genital drives. The 
taboo is lifted and they demonstrate fre- 
quently their areas of chief concern; hetero- 
sexuality, homosexuality or auto eroticism. 
Perhaps the greatest pleasure exists when 
the taboo is lifted in the presence of a par- 
ent or some other authoritarian figures such 
as a teacher in school or “the boss” in in- 
dustry, thus giving the added joy of shock- 
ing the father figure and in showing one’s 
revolt against his dominance, 

Tender sentiments are very difficult for 
some men to express, especially to other 
men. Those so handicapped in direct expres- 
sion will therefore use invective. This as- 
sault is really a burlesque, either low or high. 
The first, the high burlesque, is done by over- 
praising in obviously exaggerated form such 
as “you are the best goddam guy in the 
whole United States” or in low burlesque, 
when he says as he meets a friend, “Hello, 
you damn little bastard, I thought you were 
dead.” Each exaggeration is understood and 
valued by the friend being greeted according 
to the friend’s social skill. 

Husbands frequently belittle their wives in 
this fashion. Often they cannot express 
their true sentiments and use what to them 
seems obvious false and exaggerated belit- 
tlement, which should indicate their true 
feelings of approval. Yet the wife on the 
other hand, who has not similar training is 
often seriously injured by her literal trans- 
lation of the remark. 


The Relief of Pain 

In the relief of pain the comic has its high- 
est function. This relief is often temporary, 
but it enables even the most cowardly, the 
most desperate, and the most tortured to 
take heart and hold on, The patrol leader 
who leads his group into almost certain 
death says, “Come on, you bastards, do you 
want to live forever?” The negro on the 
scaffold just before he is hung says, “Well, 
this is going to be a lesson to me.” I asked 
an Irishwoman why she stayed with her hus- 
band who continued to beat her. “Oh!” she 
said, ‘doctor, he hits such a beautiful blow!” 
The other day, a patient whom I had treated 
for hypochondriasis, was in an oxygen tent 
because of severe pneumonia. Previously he 
had complained of shortness of breath when 
there was no evidence of any difficulty, but 
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now he was dying from increasing inability 
to breathe. He looked at me with a Smile 
“Don’t worry, Doc,” he said, “it is all g fig. 
ment of the imagination.” In a few hours 
he was dead. 

This ability to see the comic in the most 
painful situation is a very high quality, 
Freud speaks of this as a sense of humor. 
It is an ability to detach oneself from him. 
self to be able to enjoy the ridiculous natyre 
of one’s own predicament. This sense may 
be shared with another who has developed 
a similar skill, but is perhaps more sacreq 
when enjoyed secretly, 


Relief Through Understanding of Duplicity 

Interpersonal relations regardless of the 
culture, calls for a certain amount of double 
dealing. The understanding of this behavior 
duplicity is essential to successful maturing, 
The Balinese use teasing as a method of 
teaching their children how to avoid frus- 
tration.'’ The Arapesh use the same tech- 
niques to produce a non-aggressive culture.” 
In the deep South the young negro is trained 
by means of a game called ‘“joaning” or 
“dozens” to take all the epithets and injus. 
tices that he will meet later in adult life. In 
this game he is subjected to all kinds of ver. 
bal attack. All the assaults that can be 
imagined are directed at him, yet he must 
not cry, run away or show rage. His reply 
must be verbal, no physical assault is al- 
lowed, or he fails in the test and is excluded 
from the group.'* This is very much the 
same situation that occurs in our culture 
when we are being kidded by our friends. 
They use wit of a dubious nature, often in- 
vective, and sometimes direct insult to rib 
us, yet we are supposed to take it with a 
smile; if we do not we are put among those 
that cannot take a joke, Teasing has both 
sadistic and masochistic values for the teaser 
and teasee. It is used by children to relieve 
the jealousy of sibling rivalry and by the ju- 
venile lad who cannot begin to court his girl, 
so teases her unmercifully.'* Teasing and 
joking are also used in teaching social skills, 
and the child grows up he develops a joke 
facade which becomes more complex as he 
becomes more skillful and hides more deeply 
true feelings. The ability to penetrate this 
facade so as to understand the hidden mean- 
ing, parallels this developing complexity to 
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allow the child not only to understand the 
joke, but also the mysteries of adult beha- 
yior. Martha Wolfenstein in her recent book, 
children’s Humor, has developed this theme 
in splendid fashion. 


First the child uses the direct assault, then 
slightly more indirection. The moron joke 
ig used to show the child’s smartness and 
the adult’s dumbness, especially since most 
children think of the moron as someone 
about 40. Next comes the rhyming joke, 
then the anecdote, then the nonsense joke, 
which develops from the shaggy dog type 
to jokes which have no sense at all. Finally 
there is the appreciation of the most subtle 
witticisms as the child becomes an adult. The 
vague Skill known as the sense of humor is 
probably the last to appear, There is a tre- 
mendous difference among children in regard 
to their ability to tell jokes and to appre- 
ciate their meanings.’ This ability could 
well be used as a test to gauge the person’s 
advancement in the learning of social skills 
on which depend his success in relationship 
toother persons. Arieti states that the per- 
son Who develops schizophrenia is one who 
has not learned to take a joke.'’ A test of 
the ability to understand and take a joke 
might allow us to recognize this potentially 
sick individual at a very early stage in his 
development. 


Relief of Loneliness 


John Donne says “no man is an island’’'" 
but nevertheless we do live in our own little 
worlds. If these small worlds are not shared 
by other humans then other techniques such 
as fantasy are brought into play, which may 
lead on to exaggerations that produce dis- 
ease. Often when we bring patients before 
agroup of students we caution the students 
not to laugh at the patient, but state that 
laughing with the patient is perfectly proper. 
A small patient of eight was brought before 
the group. She had on a pretty new dress; 
she preened, and cavorted in a fashion to 
show her new clothes. The exhibitionism 
was so obvious and so natural yet so coy, 
that we all laughed, The child laughed hap- 
pily, apparently very much aware of what 
was going on and enjoying it. Yet her his- 
tory showed that only a few days before she 
had worn her new clothes to school. There 
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she was laughed at by the other children in 
the mountain community because of her 
“store boughten” clothes. She cried, ran 
home and refused to return to school. The 
laughter in the first instance accepted her, 
while the laughter in the second excluded 
her. It was not the fact that they laughed 
at her clothes, which she knew were beauti- 
ful, but the fact that the group cast her out 
that broke her heart. 


Arieti points out that there is a need for 
security peculiar to the human being. He 
develops the theme that a lack of security 
arises in man starting about the second year 
of life, due to his ability to prospect the fu- 
ture. The need for a feeling of security is 
met by developing a self image which in 
turn is dependent on the knowledge that he 
is recognized and accepted as an individual 
in his own right." If one is accepted among 
those who laugh or even among those who 
are laughed with, there is engendered a feel- 
ing of belonging which brings security, On 
the other hand, if one is that poor excluded 
being who is being laughed at, his fate is ter- 
rible. He can escape, however, by assuming 
the role of the clown. The clown acts the 
role of one who is unconcerned and unaware 
of the ridicule heaped upon him, yet is known 
by all to actually provoke it and to enjoy it 
secretly. The clown however, is often pic- 
tured as a lonesome fellow who when out of 
his role has no social skills, hence is unable 
to enjoy ordinary living, thus the song, 
Laugh, Clown, Laugh. 

To conclude, there is among us too little 
appreciation of the value of laughter. Man’s 
ability to make a joke, to poke fun, or to re- 
tire into quiet humor has been one of the 
most potent forces in the development and 
preservation of mankind. Without this abil- 
ity to offset the tendency to take himself se- 
riously and to work so hard to complicate 
the business of living, man could not have 
survived with any degree of sanity and cer- 
tainly could not have reached that state of 
flexibility characteristic of the mature man. 
The joking ability allows him to release re- 
pressed drives which might otherwise de- 
stroy him, lessens pain when it becomes un- 
bearable, trains him in the understanding of 
duplicities which are required by peaceful 
community living, and finally gives him that 
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feeling of friendly acceptance which is es- 

sential to all human beings. 

Laugh, and be merry, remember, better the world 
with a song 

Better the world with a blow in teeth of a wrong. 

Laugh, for the time is brief, a thread the length of 
a span. 

Laugh and be proud to belong to the old proud 
pageant of man.8 
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Book Review 


TEXTBOOK OF OCCUPATIONAL THERAPY by Ea- 
mon N. M. O'Sullivan. Philosophical Library, Inc., 
New York, 1955, p. 319. $10.00. 


This volume should prove of assistance to anyone 
who supervises, oversees or helps with an occupa- 
tional therapy program. It is a comparatively brief 
presentation when one considers the large field 
which it concerns. Nevertheless, it is clearly and 
interestingly done and technically one could have 
no quarrel with the way in which the subject matter 
is presented. 


The author has carefully correlated his material 
in order to answer the questions of those who would 
like information on a subject, in which the material 
has been sparse. Also one is moved to comment on 
the fact that not sufficient advantage is taken of 
the help that can be given by occupational therapy 
and not sufficient knowledge is spread broadcast on 
its real therapeutic efficacy. After all, the physi- 
cian sees the patient in a hospital for only a rela- 
tively short period of time. The remainder of the 
time is spent with nurses and occupational thera- 
pists and one need not draw pictures to demonstrate 
the importance of these various auxiliary services. 

Though this book has been written with its most 
pointed reference to psychiatry, particularly to 
state hospital psychiatry, the writer has laid down 
some basic principles, rules and objectives that 
may be applied to any occupational therapy depart- 
ment. Actually, one can consider it a blueprint of 
an approach to the work of the therapist in the re- 
habilitation and reeducational program. It is par- 
ticularly recommended to occupational therapy stu- 
dents and especially those who intend to choose psy- 
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chiatry for the field of their endeavors, but the phy- 
sician who wishes to make the most of his occupa- 
tional therapy program would do well to read it. 


Francis J. Braceland, M.D. 
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ST. CLAIR HOSPITAL 


7850 EAST JEFFERSON STREET — DETROIT 14, MICHIGAN 
Telephone: LOrraine 7-7100 


A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 


Registered by A.M.A. Licensed by Michigan State Hospital Commission 
Fully accredited by the Joint Commission on Accreditation of Hospitals. 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone 3-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 


BALDPATE, Inc. 


GEORGETOWN, MASS. 
Geo. 2131 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, 
alcoholism and drug addiction. 

Psychotherapy is the basis of treatment; electric shock treatments, sub- 
coma and deep coma insulin therapy when indicated; sleep treatment for 
withdrawal of narcotics. 

Occupation under a trained therapist, diversion and outdoor activities. 
G. M. SCHLOMER, M.D., Medical Director 
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COSTEFF SANITARIUM 


Nervous and Mental Disorders 
Home Environment 


HARRY COSTEFF, M.D., Psychiatrist 
Shock Therapy (Insulin, Metrazol, Electroshock ) 
1109 N. MADISON AVENUE — PEORIA 3, ILLINOIS — TELEPHONE 4-0156 


EST. 1905 


HILLCREST HOSPITAL 


50 BEDS 
(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
pen Psychiatric Staff 
HERBERT W. VETTER, Administrator 


HERBERT C. MERILLAT, M.D., Medical Director 


NAZARETH SANATORIUM 
Supervision of Dominican Sisters 


A Sanatorium for the active treatment of Nervous 
and Mental Disorders, Alcoholic and Drug Addicts. 

Competent Psychiatrists and Consultant Staff a 

ALBUQUERQUE, NEW MEXICO 


R.R. 4—BOX 270 


GLENSIDE 
JAMAICA PLAIN, BOSTON 30, MASS 
A small, attractively located sanitarium for nervous, mild mental 


or chronic illnesses. 


MABEL D. ORDWAY, M.D. 
Tel. Jamaica 0044 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest private sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


Georgetown, Massachusetts 


GLENSIDE 


Boston 30, Massachusetts 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


Dallas 11, Texas 


HILLCREST HOSPITAL 


(formerly The Retreat, Inc.) 
Des Moines 12, Iowa 


THE BROWN SCHOOLS 


Austin, Texas 


NAZARETH SANATORIUM 


Albuquerque, New Mexico 


CHESTNUT LODGE SANITARIUM 
Rockville, Maryland 


NORTH SHORE HEALTH RESORT 
Winnetka, Illinois 


COSTEFF SANITARIUM 
Peoria 3, Illinois 


RIGGS COTTAGE SANITARIUM 


Tjamsville, Maryland 


COMPTON SANITARIUM 
LAS CAMPANAS HOSPITAL 


Compton, California 


RING SANATORIUM 


Arlington, Massachusetts 


ELMLAWN (The Wilgus Sanitarium) 
Rockford, Illinois 


ROGERS MEMORIAL SANITARIUM 


Oconomowoc, Wisconsin 


FAIR OAKS 


Summit, New Jersey 


ST. CLAIR HOSPITAL 
Detroit 14, Michigan 


FENWICK SANITARIUM 


Covington, Louisiana 


ST. JOSEPH SANITARIUM 


Dubuque, Iowa 


FOREST SANITARIUM 


TUCKER HOSPITAL 
Richmond 20, Virginia 


Des Plaines, Illinois 
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